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ABSTRACT
Introduction  There has been a recent trend towards 
creating larger primary care practices with the assumption 
that interdisciplinary teams can deliver improved and 
more cost-effective services to patients with better 
accessibility. Micro-teams have been proposed to mitigate 
some of the potential challenges with practice expansion, 
including continuity of care. We aim to review the available 
literature to improve understanding of how micro-teams 
are described and the opportunities which primary care 
micro-teams can provide for practice staff and patients 
and limitations to their introduction and implementation. 
Our review asks: how is micro-team implementation 
described? What are the experiences of healthcare 
professionals and patients concerning micro-teams in 
primary care? What are the reported implications of micro-
teams for patient care?
Methods and analysis  CINAHL, Cochrane Library, 
Embase, MEDLINE and Scopus will be searched for 
studies in English. Grey literature will be sourced from 
Google Scholar, government websites, CCG websites, 
general practice directives and strategies with advice 
from stakeholders. Included studies will give evidence 
regarding the implementation of micro-teams. Data will 
be synthesised using framework analysis. We will use 
iterative stakeholder and public and patient participation 
to embed the perspectives of those whom micro-teams 
could impact. Included studies will be quality assessed 
using the Mixed Methods Appraisal Tool. The quality 
assessment will not be used to exclude any evidence 
but rather to develop a narrative discussion evaluating 
included literature.
Ethics and dissemination  Ethical approval will not be 
necessary for this systematic review as there will only 
be a secondary analysis of data already available in 
scientific databases and the grey literature. This protocol 
has been submitted for registration to be made available 
on a review database (PROSPERO). Findings will be 
disseminated widely through peer-reviewed publication 
and in various media, for example, conferences, 
congresses or symposia.
PROSPERO registration number  CRD42021225367.

INTRODUCTION
In recent years, there has been a trend 
towards larger primary care practices with 
the concept that interdisciplinary teams can 
deliver improved and more cost-effective 
services to patients with better accessibility.1–4 
With this expansion of patient numbers regis-
tered to general practices, there is a real threat 
that the continuity of care traditionally expe-
rienced in primary care will be lost.5 6 Larger 
practices may offer increased access and 
availability of resources, and provide a wider 
range of services.7 8 The benefits of larger 
practice sizes are, however, ambiguous given 
the lack of evidence that clinical outcomes or 
the patient’s experience will improve.6 9

Continuity of care has been well docu-
mented to reduce both mortality and 

Strengths and limitations of this study

	► This protocol reduces the possibility for study dupli-
cation and offers transparency to the methods and 
analyses which will be used to reduce potential bi-
ases and give the opportunity to peer review.

	► This will be the first systematic review to explore 
micro-teams in primary care and address a gap in 
the current evidence base by providing a compre-
hensive assessment of their implementation.

	► The search strategy is not limited to nationality or 
time frame.

	► Literature that is not available in English or an 
English translation will not be included which may 
lead to a language bias.

	► There is the potential low and inconsistent quality 
evidence to be used as the quality assessment will 
be used to generate discussion instead of excluding 
literature; to mitigate this risk, we will address the 
quality of included studies in the discussion.
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morbidity in patients as well as a reduction in secondary 
care referrals. Lack of continuity poses the threat of 
worsened patient and clinical outcomes.10–16 Over time, 
continuity of care enables clinicians to have a greater 
appreciation of their patient’s personal circumstances 
and social history. This gives a personal context for health-
care priorities—commonly stated as placing the patient at 
the centre of care.17

Despite the perceived benefits, continuity of care has 
been in decline.18 The introduction of micro-teams 
has been proposed to mitigate some of the challenges 
resulting from practice expansion, in order to maintain 
a high level of continuity in patient care. ‘Micro-team’ 
is a term being introduced into the UK to encourage 
the organisation of mini multidisciplinary teams which 
serve a particular patient group within the practice, that 
is, teams within the wider multidisciplinary team of a 
practice.19 20 In conjunction with a named general prac-
titioner (GP) or primary care clinician, patients are able 
to build long-term relationships with several members of 
a multidisciplinary team. In addition to the established 
roles in general practices such as nursing and pharmacy, 
the team can potentially include emerging roles such as 
physician associates, paramedics, occupational therapists, 
line workers, dietitians and health coaches.19–23

The novelty of micro-teams has meant there is flexi-
bility in which roles are incorporated into the team and 
there has been a range of roles reported. In the USA, 
micro-teams have been applied in the US Veterans Health 
Administration which employs the patient-centred 
medical home (PCMH) model of care.24 25 The PCMH 
model can be implemented in a structure akin to micro-
teams called teamlet. A teamlet is a small team, often 
organised as a clinician and healthcare assistant caring 
for a defined patient panel.26 The teamlet focuses on 
expanding the role of team-based structures to match 
patient needs. Within the UK, the Tower Hamlets GP 
Care Group micro-teams were piloted in their 2013/2014 
strategy. Practices were free to define their own team 
model which could include a range of professionals with 
a variety of disciplines.23 This pilot was, however, deemed 
unsuccessful owing to three key issues: variation in under-
standing what is delivered in general practice; variation 
in leadership and decision-making across practices; and a 
lack of integrated data to analyse waste in the system.23 27 
These two examples highlight the underlying interna-
tional applicability of the micro-team concept.

Collaborative, interdisciplinary team-based care has 
been explored internationally, within the primary care 
setting. The Advancing Integrated Mental Health Solu-
tions, Seattle, USA tackles common mental health 
conditions in a primary care setting through collabo-
rative care.28 29 In this model, a behavioural healthcare 
manager (BHCM) practices alongside the primary care 
team. The overall team works together to care for a popu-
lation of patients with common mental health conditions 
such as depression and anxiety. The BHCM coordinates 
the overall effort of the team. They ensure effective 

communication among team members and the patient 
population. The model equips practices with the capacity 
to deliver both physical and mental healthcare.

The notion of collaboration and multidisciplinary 
team-based primary care is also advocated in Australia. 
The Royal Australian College of General Practitioners has 
published guidelines for optimising this in the community. 
Frameworks have been proposed to assist and support the 
implementation of team-based models of primary care 
within the Australian healthcare system.30 The impor-
tance of allied healthcare professionals working within 
primary care practices has been recognised.31–33 The 
evolution of roles such as community pharmacists offers 
a model of designated experts within the team, such as 
medication management.33 Integration of allied roles of 
primary care in Australia relies on government support 
through allocated remuneration.33

Guidelines released from the Royal College of General 
Practitioners highlight the importance of building a rela-
tionship of trust between each patient and their named 
key worker. They also raise the importance of responsi-
bility and accountability for patient care.22 34 The King’s 
Fund has offered guidelines advocating the merit of 
micro-teams to develop ongoing patient–staff relation-
ships, moving to a more proactive model of care. Addi-
tionally, routine work with the same team promotes trust 
among healthcare professionals.35 36

Our initial searching of electronic databases (Inter-
national Prospective Register of Systematic Reviews 
(PROSPERO) and CDSR) in October 2020 confirmed 
the absence of any recent or ongoing relevant systematic 
reviews. This proposed systematic review aims to examine 
available literature to understand the opportunities and 
barriers to primary care micro-teams for practice staff and 
patients.

Aim
Review the available literature to improve understanding 
of how micro-teams are described and the opportunities 
which primary care micro-teams can provide for practice 
staff and patients and limitations to their introduction 
and implementation.

Research question(s)
1.	 How are micro-teams described?
2.	 What are the facilitators and barriers to micro-team im-

plementation?
3.	 What are the experiences of healthcare professionals 

and patients concerning micro-teams in primary care?

METHODS
The synopsis for this systematic review protocol is registered 
in PROSPERO (registration number CRD42021225367).

We will complete a framework synthesis of the appro-
priate literature. We will initially scope the literature 
to familiarise and create a broad appreciation relating 
to how micro-teams have been used in primary care. 
Stakeholders and patient and public involvement (PPI) 
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contributors will be invited to contribute their perspec-
tives at each stage of the review.

Search strategy
We will use a stepwise approach to searching: the initial 
step has been to scope the literature on MEDLINE to 
identify key terms and any suitable Medical Subject Head-
ings (MeSH) terms to build a search strategy; the second 
step will be a comprehensive search of electronic data-
bases including CINAHL, Cochrane Library, Embase, 
MEDLINE and Scopus with the predefined terms sourced 
from the initial scope. These are shown in table 1.

Each database will be searched in consultation with 
a librarian with expertise based on key search terms in 
the study selection criteria. All records of searches will be 
maintained for future reference to provide an audit trail 
to ensure transparency and perceived excellence. Grey 
literature will be sourced from Google Scholar, govern-
ment websites, CCG websites, general practice directives 
and strategies with advice from stakeholders.

Grey literature is defined as unpublished studies, 
theses, presentations, website resources, government 
documents and other relevant documents which have not 
been published in journals and therefore do not appear 
in database searches. Grey literature will be included 
to minimise bias generated from only papers with posi-
tive findings being published. Often studies that have 
neutral, negative or limited outcomes are less likely to 
be published, in particular as this is an innovative area of 
evolving practice and policy change.37–39

Bibliographies of included literature will be searched 
to identify any relevant studies that were missed through 
the search strategy.

Study selection criteria
Inclusion criteria

	► Written in English or existing translation available.

	► Texts relevant to the design, development, evaluation 
or implementation of micro-teams in the primary care 
setting.

	► Secondary data if available.
	► Empirical studies using qualitative, quantitative or 

mixed methods approach; discursive or debate publi-
cations; or grey literature resources.

Exclusion criteria
	► Studies with a focus on secondary care settings.
	► Studies which use the term ‘micro-system’ to refer-

ence the contextual setting.
We will pilot these criteria with the research team to 

ensure they are clear and interpreted by each team 
member in as homogeneous a way as possible.

Screening and data management
Identified literature will be uploaded to the EPPI-
Reviewer software.40 The software will be used to orga-
nise, collate and deduplicate search results. A Preferred 
Reporting Items for Systematic Review and Meta-Analyses 
flow diagram will be used to record the selection process, 
along with reasons for exclusion.41

EPPI-Reviewer software will be used to randomly allo-
cate items to two independent reviewers. The literature 
will be disseminated so that CRHC reviews each citation 
while AS and ASF each double screen half of the total 
citations. This double screening process will be piloted on 
a sample of texts identified as core and peripheral texts, 
to ensure that each member of the team is clear about 
if or when a paper would be considered appropriate for 
inclusion.

All articles are to undergo a two-stage double screening 
process based on the inclusion criteria.

Stage 1: all citations will be screened based on their title 
and abstract. Reviewers will meet to discuss results. All 
disputed citations will be included for the full-text review.

Stage 2: the full text of each citation will be obtained. 
Each study will be read in full and assessed for inclusion.

Any ‘unsure’ texts will be discussed in the first instance 
between CRHC and SP, then with the whole research 
group. A record of discussions will be kept. Authors will 
be contacted for missing or incomplete information in 
order to determine inclusion. If no response from any 
viable methods of communication is recorded within 
2 weeks, the article may be excluded based on missing 
information.

Quality assessment
Empirical studies relevant to this review might include a 
broad range of methods and methodological underpin-
nings. For example, ranging from quantitative compar-
isons of patient outcomes, through to sociological 
exploration of intrateam relationships. Quality assessment 
is therefore challenging and requires flexibility to adapt 
to the heterogeneity of research questions, methods and 
contexts. The Mixed Methods Appraisal Tool will be used 
to review the quality of the included studies.42

Table 1  Search terms

Search Term

1 (micro-team* or microteam* or small team* or 
teamlet*).ti,ab,kw.

2 (micro-system* or microsystem*).ti,ab,kw.

3 or/1–2

4 exp General Practice/

5 general practitioners/ or physicians, family/ or 
physicians, primary care/

6 Primary Health Care/

7 ((family or general) adj2 (physician? or practi*)).
ti,ab,kw.

8 (primary adj2 (care or health*)).ti,ab,kw.

9 or/4–8

10 3 and 9

11 limit 10 to English language
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As the aim is to describe and synthesise the literature 
and not determine an effect size, studies will not be 
excluded based on the results of their quality assessment; 
the critical analysis will be used to develop a narrative 
discussion of the included studies.

Framework synthesis
A framework analysis approach will be used to extract 
and synthesise data. Framework synthesis is an adaptation 
of ‘framework analysis’ originally developed to analyse 
primary research data.43 44 Analysis will be deductive to 
explicitly address our research questions and inductive 
analysis to enable us to respond to the emergent themes 
identified within the data. The emergent element to 
thematic summaries will allow an initial conceptual frame-
work to evolve during the synthesis as reviewers become 
more familiar with the literature and aware of key ideas 
and recurrent themes. This will allow for an ‘emergent 
framework’ to the modified conceptual framework. 
Micro-teams are an innovative area of evolving practice 
organisation and policy change, with no known previous 
systematic analysis according to our initial scoping of the 
literature and search of PROSPERO and CDSR, an itera-
tive approach is therefore desirable.

Additionally, the development of higher-order themes 
can potentially confirm the initial framework or enhance 
the understanding of the initial framework—to go 
beyond what a simple descriptive thematic summary 
would produce.

The framework synthesis will be carried out in two 
broad stages:

Stage 1: developing or selecting an initial framework
1.	 Familiarisation

	– Framework synthesis will start with familiarisation of 
the literature available.

	– Notes taken from the familiarisation phase will 
highlight key issues, concepts and themes.

2.	 Developing an initial thematic framework
	– An initial conceptual framework will guide the ex-

traction and combination of data. The notes taken 
from the familiarisation phase will form the basis of 
a thematic framework that can be used to filter and 
classify the data. The intention is that the frame-
work will evolve as the reviewers interact with the 
literature. The initial framework will be based on 
the initial scoping of the literature.

	– The initial framework will be informed by: current 
policy; direct experience of the research team, in-
cluding stakeholders and PPI; themes which be-
come apparent from abstracts identified through 
the initial search strategy.

Stage 2: recognising patterns through aggregation
1.	 Indexing

	– Revealing data available will be deductive and in-
ductive, using an iterative process of aggregating 
and reconfiguring the data.

	– Themes will be expanded as their significance be-
comes more apparent.

	– To analyse the findings of the selected qualitative 
studies, a ‘thematic synthesis analysis’ will be per-
formed, using EPPI-Reviewer V.4 software (UCL 
Institute of Education, University of London, UK).

2.	 Charting
	– Each element of the framework will be tackled in 

turn, tabulating the data under key themes to pres-
ent distilled summaries. The data aggregated ac-
cording to themes or dimensions within the final 
configuration of the emergent framework.

3.	 Mapping
	– Drawing together what can be learnt from the ta-

bles and summaries. Creating typologies, mapping 
the multidimensional nature and diversity of phe-
nomena, finding associations between themes and 
providing explanations for the findings across the 
included literature.

There is a risk with qualitative systematic reviews that 
the essence of the original literature theory is lost. The 
interpretations are secondary and from others’ interpre-
tations. This means that first the data processing must be 
structured in a way that the review’s findings are firmly 
rooted in the original data to ensure it echoes the original 
participants’ views. Second, the process of interpretation 
and synthesis is reflexive and explicit to enable readers 
to understand (and potentially replicate) how the review 
was done. A record will therefore be kept for how deci-
sions we made and evolved to support analysis.

Data analysis will primarily be undertaken by CRHC. 
Iterative ‘data clinics’ will be conducted with the research 
team and periodical discussion of emergent findings with 
stakeholder and PPI groups. This will aim to maximise 
the relevance and utility of findings for practice organisa-
tion and patient care.

PPI and stakeholder involvement
Stakeholders in systematic reviews have been described 
in a variety of ways.45 Stakeholders are defined as those 
who have a ‘self-interest’ in the piece of work. The results 
of the research may impact on their current work prac-
tices. Due to the flexibility of roles which can be incor-
porated into micro-teams, stakeholders will include all 
practice staff as well as patients. Practice staff is defined 
as any individual who professionally works in a primary 
care practice.

One coauthor (TC) is a PPI representative and has 
been involved from the inception and development of 
the review protocol. She will be closely involved in the 
iterative analysis of the review. She has helped shape the 
research aim and questions to aid the identification and 
prioritisation of research areas to ensure research priori-
ties are aligned with those of patients.

There will be periodical dialogue with a stakeholder 
advisory group. This comprises a diverse range of health-
care professionals and practice staff whose work has 
involved or might potentially be relevant to primary 
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care micro-teams as well as patients. This project will be 
presented to the PPI representative and the stakeholder 
advisory group at the protocol and stage of emergent 
findings. We will invite comments on the protocol, emer-
gent data, potential audiences and potential key messages 
for recommendations from this study.

Sampling strategy criteria for stakeholders include 
multidisciplinary practice roles and primary care 
network (PCN) managerial roles; a range of practice size 
(staff and patient numbers) and patient history (popula-
tion demographic, condition). We have agreement from 
a number of primary healthcare staff including GPs, 
PCN committee members, practice managers and other 
healthcare professionals. These individuals have been 
sampled from a range of practice sizes and according to 
differing longevities of practice arrangements, that is, 
mergers.

Ethics and dissemination
Ethical approval will not be necessary for this system-
atic review as there will only be a secondary analysis of 
data already available in scientific databases and the grey 
literature. As this will be a systematic review of existing 
without individual primary data, there will be no need for 
ethical approval.

This protocol is available on a review database (PROS-
PERO). This is to maximise transparency of the review 
methodology and allow for peer review and feedback 
before the study is completed. Having a published 
protocol enhances trustworthiness in the subsequent 
review findings and recommendations.

Following stakeholder involvement at protocol and 
analysis stages, we will discuss dissemination possibilities 
and plan to maximise the reach and relevance of this 
review to inform future practice and patient care. Dissem-
ination will include the stakeholder and PPI advisory 
group, various media such as conferences (eg, Madingley 
SAPC), seminars (PCPH departmental), congresses or 
symposia, and social media (eg, Twitter chat, SPCR blog).

Output and impact
This review is designed to synthesise the available litera-
ture to understand the effectiveness which primary care 
micro-teams have for practice staff and patients. This 
study will incorporate the views and priorities of both 
healthcare workers and patients as stakeholders into the 
introduction of primary care micro-teams.

How primary care is organised has the potential to 
impact on the nature and quality of patient care.46 This 
review will bring together a range of literature about how, 
in what manner and why micro-teams have been consid-
ered and used in the primary care setting. Through our 
analysis, we will identify key findings from these papers 
which will help to inform recommendations for future 
practices about the opportunities and challenges which 
micro-team adoption might present to healthcare profes-
sionals and patients.

We used the Preferred Reporting Items for System-
atic Review and Meta-Analysis Protocols checklist when 
writing our protocol.41
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